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“PROGRAMEVALUATION”

,.

The dilemma of a dean from,the day

to speak out and when to remain silent.

acknowledgedtopic and at best a brief,

Vernon E. Wilson, M.D.
Dean and”Director
University of Missouri Medical Center
Columbia,Missouri

of his appointment is to know when

Speaking requires at least an

flavorfuland meaty content. In

pursing.thesomewhat evanescent title assigned for this topic - which

evolved from “program,”to “Program and Evaluation” to “program EvaluationsIf

I must confess that the !neritof silence loomed ever more attrac’tim.

Since detailed discussionof technicalevaluationprocedures would not

be appropriateunder,our limits of time, let us compromise and discuss some

well known principlesof.program and> for the health field, some relatively

unused principlesof evaluation. We,will examine both in the light of

opportunitiespresentedby the Regional Medical Program.

The challenge to Regional Medical .Programs,as I see it> is to

demonstratethat this new endeavor establishedprimarily in behalf of heart,

stroke, cancer, and related.diseases, is more th~n a static assemblage of

existingresources. This in itself is a basis for very careful thought.

Most of the principlesand programswhich can be considered in the field Of

health and health care have been studied by one or another of the existing

governmental,academics Prof.e,ssional,orvoluntary groups. Thus, at the outset

it seems apparent that the aim of the Regional Medical Program must be one of

synthesis,an effort.to.combinethese various factors into a whole which will

be greater than the sum of,the parts.

We have already.heardthatthe appearanceof the,Regional Medical pro~@m

through federal legislation-wasa direct result of growing public and

professionalunrest centered-aroundthe slow rate at which new knowledge was

being put to use. This concern,isnot unique to the health,field but it is new

as a major emphasisamong the concerns of the health care professions. The

agriculturalandengineering,experimentstations, long an integral part of

the land-grantcolleges,represent one attempt to deal with this problem. The

Engineers already have a term for it. They label,thisactivity the “transfer

of technology.”

It would appear then that the specialmission of Regional Medical

Programs is primarily one of research in the distributionof health care with

the focus placed firmly upon the patient’s needs, rather than upon those of

the.institutionor the health.professions.”

... ..’
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Until the early part of this century the healing arts possesseda dismally

small amount of information;consequentlythe need was primarily for basic

medical knowledge. With the momentum now establishedin basic researchwe can

give increased emphasis to indirect factors,such as populationsize, number

of related organizationsand groups, increasedcapabilitiesin communication

facilities,and an ever acceleratingrate of obsolescenceof knowledge. The

magnitude of recent Congressionalappropriationsindicatesthe need for

immediateaction. Additional and similar legislati~nis under serious

consideration. The comprehensivehealth planning act provides a logical

outlet for knowledge developed under RegionalMedical Programs. Thus

research being done in the more limited field of RegionalMedical Programs

can be of value throughoutthe total health care field.

Because of the large amount of time and money to be expended,

realistic evaluationof the results is mandatory. Unfortunately,we are

hampered by a lack of effectivemeasurementtools. We must start by

using available techniques,while admitting their inadequacies. It is

essential that collaborativeresearch in system design for the distribution

of health care be initiated in concernwith those academicdisciplines

who have a long tradition in simulation,systems research,and communication

research.

Existing resources for use in the design of such systemsare impressive

indeed. If one looks at the great array of governmentalhealth agencies,

academic institutions,voluntary and professionalgroups,as well a’s

supportive organizationslike welfare agencies, communityaction groups and

others, it readily becomes apparent that the major problem is not that of

creating resourceswhich could appropriatelyhandle the problem but rather

a coordinationof those resources into an effectiveunit. Although to some

the comparisonmay be a bit unpalatable,I submit that this is a market and

distributionprocess and should be handled as such. An approach of this kind

does not deny the essential,nature of professionaland academic

contributions;it will req~ire a formal and scientificsearch for an

appropriaterelationshipbetween all academiciansand professionalswhose

skills can be helpful. Concurrently,the integrityof the academic and

research communitymust be preserved,both as an internalsystem and as a

part of society at large. Thus,tke analogy of marketingis in all probability

much rno~ethan an analogy. It may prove to be an actualpatternwhich will

now
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provide us with illustrationsand some basic principlesfor fruitful pwsuit

of the tasks ahead. ,

The DistributionProcess. As a layman in this special field, may I

offer the oversimplifiedexplanationthat.the productionand distribution

process amounts to a coordination of.many disciplines>LU?Sembled for the

contributionwhich each can make to asingle goal. ,While such grouping of

resources,particularly.inthe research.process,,suggests the antithesis of

the traditionaldepartmentalorganization,the.concept.is,not unfamiliar to

academic institutions. It is exemplifiedfrequently in instituteson

university campuses, in land grant experimentstations,and research

centers. These patterns allow manydisciplines,to proceed in a systematic

fashion in searching for new informationand combining,that information

into an orderly whole. ~ ‘- ‘,

Taking the ~rketing analogy one step further, the ratiOIMl distribution

process would be simulated and developedas follows: ,,

The first step.is the establishmentof need:,,eitherrecognizedor

unrecognized. The next step; afcer’theneed .is:determined,is to define it,

and to create recognitionof that specific need in both,the consumer and

producer. Here we have a direc.tparal.lel,.w$,ththe opportunities.oPento

Regional-Medica”lPrograms.. ‘. ,

Third. ‘Havin-g”idenCifLed.a specificneed.,or?eeds,it is Qece~sfrY t!

undertake basic and’appliedresearch.in materia.lss:resources and their ,,

synthesis. The medica”lprofession.hasexp,endedproportionately,smallamounts

of its own-’~netgiesin~this endeavo.randat.the same time.h~.sfrequently

poorly utillzed the contributionswlii,cl%..couldbe made by other disciplines.

“Fotirtti;Htivingcompleted..the basic.regearch.andformulatedworking

models, the next stsp is’the productionand delivery of materials and services

which nuiy come f.ro”rnavariety of.placesi..Inthe .an+ogy the patient ~Y

move to th~ resources,.orthe re$ou~cesmay be brought to the patient, but

finally the delivery proc-eis,requixesthat~he,end product of.health

care be synthesized ina coordinatedand per,sonqlizedmanner for,the.benefit ,,

,,, MarketIdentification. .:Ifwe considerhealth care.in the.light of the ,‘:,’,.,,,,’
patient’s need,”recognizedo“r.unrec.ognized,the first painful but n?cessa~y.‘,”,,,,,,,,

JJ ., ,“~,

k$,~,,’ step will be a shift in emphas&. .Much basic qesearch has been sponsored,!,! .,, ‘,
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upon the assumption that improvementof the professionsand institutions

will automaticallybenefitpatients. However, it may be that the goals

of the patient and those of the professionare not always the same. To

accomplish our task we must now direct extensive study toward the

patient and his needs within the context of his normal pattern of living.

Professionalaction has classicallybeen one of response after the

patient requests and is given access to the formal health care system. We

must now accept responsibilityforhealth care of the public as a dynamic,

intimate part of daily performance.

Identificationof needs for concentratedresearch endeavorswill

require the developmentof end points or goals against which the effect of

change in qualitativeperformancecan be measured. Unfortunately,at present,

such end points are few and largelyunproven.

‘Most of the measurementsystems currentlyused in the health professions

are quantitativerather than qualitativein nature. We can measure quite

adequately deaths, morbidity,numbers of personnel, and similar items> ,

but we have few means by which we can test the impact of health care upon

the daily performanceof a given individual. Thus, our first requirement is

for a measurement systemwhich can assess the ability of the individual to

perform as a useful,memberof society and hie own attitude toward that

performance. Also requiredwill be a.measurem~ntof the social or Peer

group’s estimate of the value of the individual’scontributionto the

group and their attitude toward that contribution. No single factor can be

used as the sole parameter,but when assembled as a pattern these factors

should provide at least the first steps in a qualitativemeasurement of health

care.

Since diagnosis is also a part of market definitionand since diagnosis

opens communicationsbetween professionalindividuals,early detection of

disease would appear to be a logical first research effort for improvement

in the distributionof health care. Such research avoids the necessity of

premature decisionshaving to do with delivery of health care and ,wouldallow

a “tooling upftof the cmnmunicationssystem under reduced emotional tension.’
,...

Much diagnostic support can be provided to individualpractitionerswith

a minimal change in their present practice patterns.

,’. \

,,
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Status of the patient needs study. Interactionbetween individuals is

heavily influencedby the status, stated or felt, of each person. We are

preparing major changes in the status of the patient in the health care

system. This calls for a “shorthand”method interwoven in the system

itself to assess status, and change in status, particularlyof the patient.

An interestingcorrelationexists between the way we use the time of

others and our estimateof their importance. Cofisequently,accurate

determinationof our expenditurecf the patientls time through the design

of health services is accessible,rneasureablejand potentiallyvaluable.

Another little used field of knowledge is that developed in advertising

research. Significantportions of establishedknowledge about health is not

utilized even by those best acquaintedwith it. Advertising research has

a rich body of basic knowledge and techniquesdealing with facilitators,

or why people choose one service or product as opposed to another. These

tools and techniquesused so successfullyin advertisingcould be adapted

and should be useful in broadening public education and personal responsibility

in health care.

Turning to the third item in our analogy, research in materials and

resources,we should comment first on basic research which has a long

universitytraditionand is the foundationupon which applied research is

conducted. Basic research,in almost academic disciplineswill make

importantcontributionsto health care. High on the list should be

research in.synthesisof systems, includingmodel building. In our

past, testing throughmodels has had little systematicand comprehensive

attention. Xt could pr”oducelarge savings in time,as well as fundsp but

will require the talentsof a variety of existing disciplines,the engineers

for example,who until recently were seldom formally invited into the health

research conversation.

An interestingfacet of the dilemma related to manpower shows in the

fact that althoughwe.are faced with a tremendousshortage of health personnel

and a low level of national unemployment, we as a health care‘grouphave

largely ignored one of our greatest potentials - the patient himself. He is

usually the most involved~often the better educated and certainly the most

highly motivated party in the intercha~ge,yet we have assigned him.the most

passive role. Patients, I submit, may not be so helpless as some of our

practiceswould seem to imply. Our friends in sociology should be able to

help us here.
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In the fourth and final phase of our analogy,we will face a variety of

problems in the delivery of health ‘care. These include implementationof’

research and development in dis~ribution. All patients should have ’access

to the best source of care regardlessof geography,financialresources,

or special interests of particularprofessionalgroups. New patterns are

required.
.

The relationshipbetween centers of excellenceand the population ~

which they would serve will need”’to”be defined. Most organizationswhich

support health care use politicallydeterminedboundaries,i. e., the:city, ~ ‘

county or state. The probabilityof gaining coordinatedsupport from all

interested organizationsfor the assistanceof ‘a single and specific< ‘“

individualwill b’e’enhancedby a maximum overlap in”geographicalareas

of designed responsibility.

A second problem’tobe considereddeals with control. Shouldsuch”

distribution systems’be”totally’under’the”control of’”thehealth professions?

If not, how much of the process“shouldbe ’condtictedin cooperationwith other

interested groups? When should control be turned to them? ‘ ~~

A third problem concerns the obsolescentmind, both as it relates
,.

CO the medical profession itself and to the public at large. It is”clear

that planned, continuing education for the professionand the “publicis ~ ‘: ‘“

necessary. A searching look at potential integrationof such educatiozi
,.

with the care process seems called for. ‘Feed back mechanisms’must be’ - ‘

established for a progressive analysis of cause and effect,or, at least,’“ “

correlation between continuing educationand”change.
,,. . .

A successful distribution systemwill itself require an integrated ‘

information service. Information”should be”deriv’edfrom the home, from the ‘ ;

avenue”of access ‘toth~”fieai,thcare system, the”loc”alh~spiial~and the large :

medical center. It will require”the developmentofcommon”identification ‘ “

systems and vocabularies. Many of us hope that in the very near futurethe

social security number will be issued at the”time of birth, or entry”’”into

the country,’and will provide such identificat~bn. The proposed infortition”” -

system should be designed to utilize, assist “andrefine pr”esentsystems; not “ ‘

compete with them. “’

The decision for dia~osis”and’ trea”tinentof’the’patientwill take into ~~,,
account his desires which;’among other thin’gs,relate to the dis’tancefrom’”

health care and the ~atien”t’sknowledgeof and confidencein the recommended !
,,,.

resource. Other considerationsare the adequacy‘ofthe health c’are”resources,: ;
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the cost to the patient and the involvedagencies, and the maximum benefit

from the care process which includes such by-productsas education,research,

and economic impact upon the communityat large.

Finally as we have already heard, no matter how one may describe a

Medical Region$ it rnmstinteractwith other regions. Mechanisms must be

developedwhich will minimize the mechanicalproblems of inter-regional

relationshipsand permit us to focus upon the patient.

THE EXAMPLE. With no claims to assured success, the Missouri Regional

Program has attempted to face these challengesin the planning process.

Projects will arise from community groups and be funneled through a refinement

process. This should encouragemaximum motivation and participationat the

grassroots level.

A general objectiveof the program is the developmentof models of

early detection integratedwith continuingeducation.

Primary emphasiswill be placed on those endeavorswhich can be

quantitativelyevaluatedand the initialassumption is made that adequate

informationand communicationwill provide qualitativeimprovement. The”

long range plan provides for qualitativemeasurement of delivered health

care.

Only a few projects are. proposed for studies of delivery of care. It

is our intent $imply.Eb be supportive to existingcare patternswhile setting

up the necessary informationgatheringmechanisms. Under this plan, a

request for informationby the physicianwill be met by specific answer to

the question,along with additionalsynopticbackground informationor

bibliographieswhich should be helpful in his continuing education. Such

inquirieswill also serve as a guide to the physicians needs. In this

manner diagnosticand deliverypatterns of health care can quickly be

modified in detail when research indicatesthe desirabilityof doing so.

The data handling facilitydevelopedat the University of Missouri:for

the purpose of extending the competencyof the”physician will be integrated

with cooperativedata handling programs establishedby hospitals, physicia~!s

offices and state agencies. This integratedsystem is expected to furnish

feed back and monitoringwhich will make it possible to provide the desired

informationwhile studyingand coordinatingthe total process in an objective

and efficientmanner.
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A University multidisciplineresearchunit is developingnew toolswith

which to measure achievement. Its staff members have joint appointmentswith

other schools on campus, includingIkxsing, Education, Engineering, Journalism,

Business and Public Administration$Lib~r&lArts5 and VeterinaryMedicine.

Presentlymembers of this unit are sk.ldyi~gtwo different communitiesin

which they will measure efforts toward communityhe..althgoals, such as

rehabilitationof the patient, family reastisnsand the like.

In conclusion,let us review, qu”itebriefly~ ~?me.goals’worthyof

consideration. These gcals were picked beszxee p.r~grtisstoward them can be

measured. Their evaluation shculd give us some ’insightintowhether or not -

we are moving in the direction that may be”most effectivein meeting the

actual needs of patients. ‘.,

1. The primary goal is to deliver the highest percentageof quality

patient care as close to the patient ‘aspcssible. This isnot ‘only

economicalin the tctal picture bot”in ke’eping‘withthe desires of most
.,.

patients. Certainly ~he latter ass’umpticnmerits studyi

2. Every patient should have equal access to anyneeded national

resource. For very special serviceswhich”are not avilable in the area, ‘

patients can be se~t to centers of excellence’elsewhere,“thuseliminating ~~.

the necessity for duplication of expensiveequipment>staff and facilities.

3. Maximum coordinationwill be sought be~een the inputs of those .

who provide health care direckly,”aswell as those involved in supporting ..

that care, such as welfare, communityresourcks,envirotientalcontrol

groups, and others.

4. The developmentof programs to assist in early and effective
,,

detection of disease will be a primary goal’. The informationgained -n
,,

be used to effect ~hanges”in delivery of health cara, both throughpersonnel

and systems. Early detection is perhaps least tl:reateningto the present

health care professionsand is arncngthe easiest procedures’tomeasure c ~

quantitatively. It also possesses the highest potent.ialforsuccessful

qualitativemeasurementsof health,care. ‘ “’

5. Post gradnate education should be”integratedwith detectionand

health care systems.

6. Lay health educationwill be a vital part of the regionalprogram.

Existing programs in adult education>extension’and’”voluntaryorganizations
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will be utilized so that th~ potential recipientof care may be informed aS

to the role which his physician, the hospital,and the various suPPorting

agencies will play and to the thingswhich he, the patient? can exPect. Me

need more scientificallydesigned studies of

care.

7. Finally, in my view, a crucial goal

several regions to take a unique approach to

public attitudes toward health

will be for each of the

the special needs of their

particular areas. Through meetings such as this one, we can share ideas

so that a minimum of waste will ensue as we seek to meet our respective

responsibilities.

New paths, I would remind you, are seldom explored by faint hearts.

Perhaps we need to be mindful that, in the developmentof new systems,

one may at times work with less than perfect parts in order to set the

system itself in operation. It is possible, even desirable, to have.ffproof

runs”, a practice longutilized by the printing industvy. From less than

perfect initial operations,changes and correctionscan be made to improve the

final product.

As participantsin this national program i believe we dare not do less

than marshall the best available talents~ from whatever quarters, to join

in this quest for improvedhealth care. The opportunitiesare attractive

and challengingto say the least.


